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HE literature of the discussion of restraint and non¬ 
restraint is already voluminous, and has very lately 
been enriched by the addition of noteworthy articles in the 
periodical medical press. Our excuse for adding the pres¬ 
ent paper to what has been already written, is, that it is, in 
this country at least, still a living question, whether in the 
therapeutics of insanity restraint is or is not a valuable if 
not an essential part, and whether or not it is used here to 
an extent, allowing its occasional necessity or admissibility, 
altogether greater than the needs of the public or the wel¬ 
fare of the insane would deman’d. The practicability of al¬ 
most absolute non-restraint does not demonstrate that such 
a course is altogether preferable, nor does the possible value 
of restraint carry with it the proof that it cannot be and 
never is abused. 

It is our object in the present paper to discuss some of 
these questions with special reference to the practice in 
American asylums and hospitals for the insane. It would be 
desirable, were it possible to do so, to study the usage here 



VOL. IX. 



45 s H. M. BANNISTER AND H. N. MOYER. 

on its own merits apart from the practice elsewhere, and thus 
avoid what might appear to some to be disadvantageous 
comparisons. Some notice and comparison, however, of 
the different systems of treatment are unavoidable in any ar¬ 
ticle treating of the general question of restraint in the 
management of the insane. One can only endeavor to state 
facts and draw conclusions without prejudice, and to avoid 
any unnecessary polemics, so that no charge can lie of per¬ 
sonal feeling or sentimentalism. 

In order to have a fair basis on which to discuss the 
merits or demerits of the American practice in regard to re¬ 
straint, etc., it was thought best by us to obtain as full reports 
as possible of the particulars needed from as many fairly 
representative public institutions as possible. Dr. H. B. 
Wilbur, in a recent able paper , 1 has given returns from some 
twenty-five hospitals and asylums, which show rather for¬ 
midable figures of restraint, seclusion, and sedative medica¬ 
tion in this country. His statistics are not, however, quite 
as full as seemed to us desirable, the scope and purpose of his 
article being different from what we here propose. We wished 
to learn not only the number of occasions of restraint and se¬ 
clusion, but their duration, the causes that occasioned them, 
and the methods employed, together with the average 
numbers taking sedatives, either as sleeping doses at night 
or for the purpose of calming excitement for the time 
being without special reference to the general and ultimate 
therapeutics of the mental disorder,—the so-called “ chemi¬ 
cal restraint,” which sometimes may serve as a substitute 
for mechanical restraint. We also desired to find out how 
many were kept constantly secluded or restrained, the 
number occupying cribs or covered beds at night, and all 
these particulars separately for both departments, male and 
female, together with the daily average number of patients 

1 On ‘‘Chemical Restraint," Arch, of Afed., Dec., iSSl. 
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in both, so as to be able to estimate the proportion or per¬ 
centage of patients under restraint. Still other particulars 
would have been desirable, but there were obvious objec¬ 
tions to asking for too much, and the above were all the 
queries to which we could reasonably expect full and uni¬ 
form answers from any number of institutions. In fact, the 
number of superintendents and assistant physicians to 
whom we are indebted for kindly keeping the records and 
returning them to us far exceeds our first expectations. 

In order to insure a uniform report, we concluded to ask 
for it for a definite period ahead, and not to trust to possible 
back records in which the deficiencies could only be sup¬ 
plied by memory or not at all. Such report might be open 
to the charge that it did not represent the regular average 
of restraint and seclusion, but rather that of a selected 
period in which possibly the utmost had been done to 
diminish the amount in view of its being reported. This, 
however, is less of an objection than might be supposed, 
for if non-restraint is in the direction of reform, any possible 
influence this plan might have in diminishing the amount 
would be a step gained. On the other hand, it cannot be 
expected that any superintendent with conscientious con¬ 
victions of the value of restraint and seclusion would, to 
any extent, change his practice in that in which he honestly 
believes he is right. In any aspect the objection does not 
appear to us to have sufficient weight to counterbalance 
the manifest advantage of a uniform and well-understood 
plan of report, wanting which, mistakes and injustice are 
almost certain. 

We sent out our circulars and blank forms for the rec¬ 
ords in January of the present year, asking that they be 
kept for the succeeding month of February. We have 
received returns from some twenty of the fifty institutions 
to which they were sent. This number, though apparently 
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small, is, as has been stated, more than was anticipated, 
and is, we think, together with other data at our command, 
sufficient to afford a basis for discussion. The institutions 
are all fairly representative ones, and are distributed, in all 
sections of the country, in some thirteen different states. 
The summary of the results of the inquiry is given in the 
accompanying tables. 

Before commencing with the discussion of the statistics 
embodied in the table here presented, some general and 
special explanations should be made. It was our desire to 
obtain as uniform and complete reports as possible, but it 
was more than we could reasonably expect that they should 
all be absolutely uniform and complete. Several of the 
institutions here reporting give, as will be readily seen by a 
glance at the table, only a portion of the particulars re¬ 
quested. In one or two of them the answers were much 
more complete and full in regard to one or the other of the 
two departments, male and female, and this affects some¬ 
what the statistics as here combined. Again, others have 
united the causes of seclusion to those of restraint, so that 
there appears to be a discrepancy in the figures, which, 
however, when once explained, does not materially affect 
their value. 

As regards particular institutions the following facts 
should be stated here: 

In No. 3, mittens are not reported as restraint, but are 
used to a slight extent. If reported, as in some of the 
other institutions, they would slightly increase the figures 
of restraint. 

No. 5 suffers to a very marked extent the evils of over¬ 
crowding and insufficient and incomplete accommodations, 
and has no properly constructed “ back wards ” on the 

female side. 

The same is the case with No. 10. 
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In the one instance of restraint reported at No. 9, it was 
ordered by the assistant physician and, in the opinion of 
the superintendent, by an “ error of judgment,” it not being 
really needed. 

In No. 10, the only form of restraint used during the 
month was the crib bed at night. 

In No. 11, the restraint and seclusion were, with only a 
few exceptions, used in the female department. 

The report from No. 12 was made up for the month of 
January instead of February. 

The superintendent of No. 14 writes that the total of 
hours of restraint and seclusion is somewhat in excess, as a 
number of short intermissions of from half an hour to an 
hour are not noted in the daily ward reports. 

In No. 15, the sleeping doses at night are evidently in¬ 
cluded in the “ chemical restraint ” returns instead of being 
reported separately. 

Nos. 17 and 18 were not reported on the blanks furnished 
by us, but our columns were filled from other reliable 
figures supplied us by the authorities of these hospitals. 

In No. 20, the crib bed is not reported as restraint, 
though we believe it is used. The restraint reported was, in 
a great majority of cases, applied only at night. 

Several of the physicians that have reported the use of 
“ chemical restraint ” in the hospitals under their charge also 
send explanatory notes stating that the term is hardly ap¬ 
plicable, as it is impossible for them to separate entirely 
the use of sedatives to control excitement from the legiti¬ 
mate therapeutics of insanity. As one of them states it, 
“ the primary object of the exhibition of this class of reme¬ 
dies is physiological and curative ; the secondary, or that of 
restraint, being only incidental.” There is considerable 
force in this view, and we do not attach the same value to 
the returns in these columns as to the others in the table. 
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Moreover, it must be remembered, that medicine and other 
therapeutic measures Have a legitimate use as palliatives 
when there is absolutely no hope of any curative effect. Thus 
we give bromides to certain insane epileptics to modify 
merely the manifestations of the disease, which is itself past 
curing, and this in the strict sense of the term might be 
called chemical restraint. If all such instances were in¬ 
cluded under this head, there is little doubt but that “ chemi¬ 
cal restraint ” might have been reported from every hospital 
on our list. 

After allowance is made for all the possible incomplete¬ 
ness and lack of uniformity of the table, it is still sufficiently 
suggestive and affords ample opportunity for discussion. 
The first point it suggests to the examiner is that there is a 
wide range of practice in hospitals on this side of the Atlan¬ 
tic as regards the use of restraint, seclusion, and sedative 
medication. If we even go to the extent of throwing out 
all the figures of “ chemical restraint,” as not sufficiently 
separated from the ordinary therapeutic treatment and 
night sedatives to be altogether reliable, we find the per¬ 
centage of patients nightly taking sleeping draughts ranges 
in the different institutions from nothing up to over eleven 
per cent, of the population ; that the average daily percent¬ 
age of patients restrained rises in the same manner to over 
six per cent.; and that of seclusion to nearly three per 
cent, of the whole number of patients. The average per¬ 
centage of restraint, according to these figures, would be 
about one and a half, and this cannot, in our opinion, be 
taken as too high an estimate of the actual average percent¬ 
age in the asylums of this country. Our list includes several 
institutions that are practically “ non-restraint ” and ex¬ 
ceptional in that respect, and any figures derived from this 
table, including these institutions, must be affected by this 
fact. We have reason to believe that the institutions that 
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did not report to us would show fully as high a ratio of 
restraint as the majority of those from which we heard, and 
that while the percentages of Nos. 12, 16, and 17 are almost 
certainly above the average, those of Nos. 3, 4, 7, 9, and 19 
are more than as much below it. It is very possible, indeed 
highly probable, that there are some asylums in this country 
that would show higher figures of restraint than any from 
which we have had returns. Such a condition of affairs as 
described by Dr. Woodside, in a recent paper, 1 though we 
have no idea where it exists, would indicate something 
worse than any thing that has come under our observation 
or within the range of our knowledge. 

It is worthy of note here that only one English asylum 
appears in the latest (thirty-fifth) report of the Commission¬ 
ers in Lunacy with figures of restraint at all approaching the 
American average. This is the Cheshire asylum at Mac¬ 
clesfield, where, within a period of ten months, fifteen women 
were restrained at various times by mittens or camisole for 
a total of five thousand and seventy-seven hours. This in¬ 
stitution is, however, rather favorably mentioned by the 
Commissioners in spite of its restraint record, and probably 
contains some unusually unmanageable and desperate cases. 

Under “ reasons for restraint ” we have endeavored to 
group, under a few comprehensive heads, the principal causes 
for which mechanical restraint might reasonably be sup¬ 
posed to be applied. By far the greater part of that re¬ 
ported to us is stated to be for the prevention of violence 
to others and the destruction of property. Next come, in 
equal frequency, as causes for restraint, violence to self and 
maniacal excitement, then surgical reasons and mastur¬ 
bation, and lastly, in a very small proportion of cases, and 
from only two of the twenty hospitals, “ discipline” is men¬ 
tioned. Special data, which would enable us to estimate 
1 New York Med. Record March 4, 1882. 
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the propriety of restraint for some of these reasons, are 
very largely wanting. American hospital reports do not, 
as a rule, report casualties except as causes of death, hence 
we are unable to compare the results of restraint and non¬ 
restraint in them as regards this point by actual statistics, 
and the same may be said in, regard to destruction of 
property. It is certain, however, that such serious casual¬ 
ties as homicides are not less frequent in this country, where 
restraint is largely used to avoid them, than in Great Britain, 
where it is hardly employed at all. No case of homicide 
by one patient of another is reported for 1880 by the Eng¬ 
lish Commissioners in Lunacy, while a very short search 
through less than half of the whole number of American 
asylum reports for as nearly as possible the same period 
revealed three cases : one at Worcester, Mass.; one at Mid¬ 
dletown, Ct.; and the other at Ward’s Island. Several of 
the reports examined did not state the causes of death, and 
we cannot, therefore, be absolutely certain that this is the 
total of such accidents happening in these institutions alone, 
saying nothing of the possibility of other cases having oc¬ 
curred in asylums whose reports were not immediately ac¬ 
cessible. If the same proportion exists between homicides 
and minor casualties on both sides of the Atlantic, it is not 
a favorable showing for the effectiveness of restraint as a 
preventive of these accidents. 

American hospital reports are equally silent as regards 
statistics of destruction of property. The only way in 
which it can figure in them is in the per capita cost, and here, 
owing to methods of keeping accounts, etc., it is not likely 
to make much of an appearance. In the institutions repre¬ 
sented in our table, th & per capita cost is, as a rule, in direct 
proportion to the percentage of restraint, it being highest 
in No. 12 and least in No. 18. Of course, this is not con¬ 
clusive evidence of any thing, since the per capita cost varies 
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according to population, and numerous other elements enter 
into its calculation, but the coincidence is perhaps worthy 
of record. 

The cases of restraint reported as due to maniacal excite¬ 
ment might, perhaps, have been as well partly credited to 
some one of the other reasons, for simple excitement with¬ 
out injury to self or others is rarer than would here appear. 
Even the restlessness which keeps a patient out of bed 
pounding the door or walking the floor, might, without any 
special strain of the term, be classed as violence to self. 
Without this element of danger existing to some extent 
and in some way, simple excitement is no justification for 
restraint, and even exhausting excitement would, in our 
opinion, be better treated, where it is possible, by medication, 
etc. (which would not be strictly “ chemical restraint ”), than 
by mechanical appliances, which can at best only embarrass 
some of its outward manifestations. 

“Violence to self,” includes all suicidal attempts and ten¬ 
dencies as well as the minor injuries and mutilations that 
some of the insane are so liable to produce upon them¬ 
selves. There are no records published of the latter, but 
the statistics of successful attempts at suicide afford some 
means of comparison. Dr. Wilbur, in the article already 
referred to, has shown very well what the English practice 
is in regard to restraint, and has made some comparisons 
between the ratios of suicides there and here in the year 
1875. It appeared to us desirable to repeat his comparisons 
for the latest year for which we have the statistics, for 
both England and the United States, viz., 1880, so as to 
bring the figures down to the most recent possible date. 
Dr. Wilbur found that in 1875 suicides were four times as 
frequent in America as in England. We find in the report 
of the Commissioners in Lunacy for 1880, that twenty sui¬ 
cides occurred amongst the insane population under their 



ON RESTRAINT AND SECLUSION. 4 6 7 

advisory supervision. Twelve of these occurred amongst 
the patients of public asylums, containing a daily average 
population of 40,737. Only eight of these twelve were, how¬ 
ever, in actual residence, the remaining four occurring while 
the patients were absent on trial with friends, though still 
on the books of the institutions. Now, taking up the re¬ 
ports of thirty-three (33) American asylums, all at our com¬ 
mand, that reported the causes of death for the same period 
as the English report, or for the fiscal year ending, and 
included mostly, in the year 1880/ and containing altogether 
a daily average population for the year of a little over 
17,000, we find twenty cases of suicide reported, all presuma¬ 
bly in actual residence. According to this, the ratio of 
suicides in American asylums is about one in 850, as against 
one in 500 in 1875, certainly a marked improvement. But 
during the same period we find that the ratio in England 
has decreased from one in about 2,000 to one in 3,333, or if 
we admit only cases which occurred while in actual resi¬ 
dence, so as to equalize the conditions in the two countries, 
it is reduced to one in 5,000. In the first case the difference 
between the two is about the same as that reported by Dr. 
Wilbur in 1875, in the second case it is increased to nearly 
five to one in favor of England. If all the statistics of sui¬ 
cides occurring in all public asylums in the United States 
could have been obtained by us, it would probably not 
materially affect this proportion for the better. It cannot 
be claimed by the most ardent advocate of the practice, that 
this disproportion is altogether due to the system of non¬ 
restraint prevalent in England ; the significance of the fact 
is that the English disuse of mechanical restraints is not 
necessarily accompanied by the evil which is one of the 
most frequent reasons for their employment in this country. 

1 We leave out here two or three that report suicides during the biennial pe¬ 
riod of 1879 and 1880, some of which may have occurred in the latter year, 
but in which the years are not specified. 
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The comparative immunity of English asylums from deaths 
by suicide is probably due, in large part, to improved struct¬ 
ural arrangements, and to night watching of suicidal pa¬ 
tients in collective dormitories, a practice general there, but 
hardly introduced as yet into this country. If it is at all 
due to non-restraint, it must be indirectly so, by reason of 
the increased watchfulness and care that ought to accom¬ 
pany even a partial disuse of restraint. 

In the United States the arrangements of hospitals or 
asylums are nearly all alike in their general plan, and no 
special reasons exist why suicides should not occur in one 
more than in another, so far as their structure and organi¬ 
zation is concerned. A comparison, therefore, between 
American institutions that differ in their practice in this 
respect, if such were possible, would show perhaps still bet¬ 
ter the respective values of restraint and non-restraint with 
the watchfulness it requires, for the prevention of suicides. 
We can only offer the following facts, and anyone can form 
his own estimate of their significance. We do not ourselves 
consider them altogether conclusive. 

Amongst the thirty-three institutions for which we have 
the statistics of suicides for 1880, there is one which we 
understand was then conducted on non-restraint principles, 
and four others in which restraint was avowedly kept at 
the lowest possible figure, though not professedly non¬ 
restraint in their practice. The total daily average popula¬ 
tion of the five institutions for the year was 3,343, amongst 
whom occurred three suicides, or one in 1,114. In ten 
others of these thirty-three, restraint was either extensively 
practised, to our personal knowledge, or was so strongly 
defended by the superintendents in their reports and else¬ 
where, that we can reasonably assume that it was extensively 
employed. The total daily average population of these ten 
hospitals was 5,933, and they reported eight suicides, or one 
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in about 741. We have no certain knowledge as to the 
practice in the remaining eighteen institutions, but have 
reason to believe that restraint was more or less extensively 
practised in them all, with perhaps one exception, which we 
have heard is, at present, practically non-restraint, though the 
change in practice has taken place within the last two years. 
But in case this asylum were added to the five, it would not 
materially affect the proportion, for there would then be 
four suicides to a little over 4,400 daily average population. 

If the five asylums with their 3,343 population and three 
suicides be subtracted from the whole number, we have 
remaining twenty-eight, with an average daily population 
of 14,003, and seventeen suicides, or one in 824. 

To make a later comparison, we have thus far obtained 
the mortality statistics for the year 1881 from twenty-one 
American asylums, with a total average daily population of 
10,638. Seven of these institutions, 1 as we are informed, use 
professedly little restraint or none at all, and contained 
a daily average of 4,388 patients, amongst whom occurred 
three suicides, or one to 1,097. The remaining fourteen 
institutions use, we believe, the average amount of restraint 
in American hospitals, and contain a total daily average of 
5,870, amongst whom we find reported nine suicides, or one 
in 652.2, a still more remarkable disproportion. Seven of 
the nine suicides occurred in asylums which we are positive 
employed a fair amount of restraint, and the other two in 
hospitals, in regard to which we have no personal knowledge, 
but in which, we are informed, restraint is considerably used. 

The above results were altogether unexpected; it was 
not anticipated that so striking a difference would be shown 
when the investigation of the reports was begun. While 
the partial records of only two years cannot be considered 
as absolutely establishing any thing, these figures are very 

1 Willard, N. Y.; Athens, O.; Catonsville, Md.; Harrisburg, Pa.; Middle- 
town, Conn.; Norristown, Pa.; and Kankakee, Ill. 
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strongly suggestive that, in American asylums, either re¬ 
straints are a poor prophylactic against suicide, or that re¬ 
markable good-fortune has occurred during these two years 
to those asylums that used them least. 

More space has been given to this subject of suicides than 
would otherwise have been the case, for the reason that it is 
the only one that affords any opportunity for a statistical 
comparison. The other heads under “ reasons for restraint ” 
can be disposed of more briefly. Restraint may possibly be 
useful in some cases of masturbation, when hard physical la¬ 
bor cannot be employed, and something could be said in favor 
of its value as discipline, though, as remarked, only two of 
the twenty institutions reported it. In our opinion this could 
be correctly assigned as a reason in many cases credited to 
other causes. When a patient indulges in some sudden im¬ 
pulsive, destructive, or violent performance, restraint is often 
applied, though the act that called for it is done and is not 
likely to be immediately repeated. In some hysterical and 
impulsive or mischievous patients, who lack a sufficient 
stimulus to self-control, it may sometimes serve a useful 
purpose. We have twice seen a single application of the 
camisole permanently check destructive tendencies, and in 
one case a measure in principle very similar to restraint ap¬ 
peared to be the starting-point of a rapid recovery in a case 
of insanity of two years’ duration. It need hardly be said, 
that to have any value whatever in this way restraint should 
be very rarely used, and should then be employed only un¬ 
der the immediate direction of the physician, as a part of 
the most carefully considered individual treatment. 

Not very much need be said in regard to forms of re¬ 
straint. Of those reported, the camisole, or strait-jacket, 
and the wristlets and muff appear to be about equally in 
favor, each having been used about twelve hundred times. 
The latter is probably the most efficient as restraint in vio- 
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lent cases, but in patients who struggle much the best 
padded wristlets will chafe the wrists, and may even, as we 
have observed, seriously interfere with the circulation of 
the hands. The camisole has not this disadvantage, but, 
when drawn sufficiently tight to be secure, it often seriously 
embarrasses respiration, and in an excited feeble patient 
with rapid pulse and breathing, this is a matter to be seri¬ 
ously considered. All patients are not similarly affected, 
but many are, and one of the writers, when experimenting 
with the camisole, experienced himself the most marked 
and painful embarrassment of respiration when attempting 
violent exercise with the sleeves drawn sufficiently tight to 
act as efficient restraint. 

Restrained to seat and bed scarcely require any com¬ 
ment ; they are each reported 220 times. Then follow 
mittens, which are reported but from four institutions, and 
which do not appear to be much used in this country. 
Why, is not apparent, as they are the least objectionable 
form of restraint in the table, and for many, perhaps a 
majority, of the instances in which the camisole or muff 
is employed they would be equally useful. This is es¬ 
pecially the case with destructive cases and many suicidal 
ones; at the same time they give almost complete bodily 
freedom to the patient. 

The last form of restraint to be mentioned is the crib, 
which we find in use in eight of the institutions for a total 
of 854 nights, and in one for 26 days. There is much dif¬ 
ference of opinion in regard to this appliance: some super¬ 
intendents hardly call it restraint and use it extensively ; 
and others consider it as damaging, or at least useless, and 
reject it altogether. There is no question but that it can 
be dispensed with in many cases for which it is commonly 
used, and the contracted coffin-like structures sometimes 
met with, with their heavy slats or bars, have, at best, a 
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bad appearance. They afford also an opportunity for a 
violent patient shut up in them to injure himself against 
the sides or top, and for this class of cases they seem to us 
a very objectionable form of restraint. Whatever real value 
the covered crib in its less objectionable forms may have, 
must be in its moral effect on restless but not violent 
patients, who will not otherwise lie in bed ; and against 
this is the disadvantage that it is very conducive to dirty 
habits. 

With the idea that it might throw still further light on 
the practice in regard to restraint in American institutions 
for the insane, a careful examination was made of the by¬ 
laws and regulations of twenty-nine asylums, including two 
Canadian ones. In the by-laws of twenty-five of these we 
find restraint mentioned, and in those of four it is not. In 
all cases the rule governing restraint is placed under the 
head of attendants’ duties. In five of the twenty-five the at¬ 
tendants are allowed to apply the restraining apparatus and 
afterward report it to the officers. In one hospital, restraint 
is ordered never to be used except by order of a superior, of 
what rank is not stated. In two others the supervisor is the 
lowest official who can apply it independently. In three 
others it is to be applied only under direction of an officer, 
under which head are included the steward and matron, and, 
in one of the three, the engineer, as well as the physicians. 
In fourteen it is to be used only by order of the physicians, 
and in five of these only by authority of the superintendent 
or his representative in case of his absence. In only one 
institution of which we have the by-laws, is it specified in 
them that restraining apparatus is to be kept away from 
the wards and out of reach of the attendants. In the later 
editions, however, of the by-laws of two or three of the in¬ 
stitutions included in the twenty-five, there occurs no men¬ 
tion of the subject of restraint. 
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The restrictions upon the use of restraint in all these 
cases where it is mentioned, indicate that the possibility of 
its abuse is contemplated. Institutions are, however, sel¬ 
dom better in their practice than the standard set up in 
their rules, and it is not hard to see how, in cases where re¬ 
straint is kept in the wards and attendants are allowed any 
discretion in its use, there is almost a certainty of its abuse. 
Our own experience has confirmed us in this view: in a 
large county hospital in which one of the writers had a 
rather extended residence, and where restraint apparatus 
was kept on the wards under the control of the attendants, 
he is satisfied that it was often employed without judg¬ 
ment and uselessly. In another institution visited by one 
of the writers, the attendants were permitted to apply re¬ 
straint, and record the form and number of hours in a book 
kept on the ward for the purpose, which was shown to the 
physician on his morning round. This has some resem¬ 
blance to the practice of hanging a criminal and afterward 
giving him a trial. 

In the rules of five institutions the following passage oc¬ 
curs. After stating that the use of restraining apparatus is 
productive of many and serious evils, the by-laws go on to 
say that “ it is, in most cases, much better for one or two 
attendants to sit by a patient for some hours than to put 
on any restraining apparatus, though the latter may ulti¬ 
mately be necessary and even beneficial.” This is, we be¬ 
lieve, the only recommendation of this form of restraint to 
be found in these by-laws. 

Seclusion was defined in our circular as “ the separation 
from others and locking up of a violent or mischievous 
patient against his or her will.” It will be seen from the 
table that on the whole it is less popular than restraint, 
only five of the institutions reporting a greater percentage 
of seclusion than of restraint. Four of these five report 
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less than one per cent, of either restraint or seclusion ; the 
remaining one shows 1.35$ of restraint and 2.80^ of seclu¬ 
sion. Out of nineteen institutions reporting both restraint 
and seclusion, nine have less than one per cent, of restraint, 
and their average of seclusion is 0.38$. The remaining ten 
use more than one per cent, of restraint, and have an aver¬ 
age of 1.01$ of seclusion. This would indicate, so far as it 
goes, that seclusion follows the same rules as restraint, that 
where one is frequent, the other is also. 

If we had defined seclusion as broadly as is done by some 
English asylum authorities, notably those of Broadmoor, so 
as to include cases where the patient stayed voluntarily in 
his room, the figures would have been vastly increased. It 
did not seem to us, however, necessary or correct to do so, 
for unless there are good reasons to the contrary, any forced 
association of patients against their will, in cases where it 
could be avoided, appears as little humane as the reverse. 
Of course it cannot be denied that in many, perhaps in a 
majority of cases, there are or may be excellent reasons 
against a patient’s voluntary seclusion in his room as a usual 
practice, but there are also many cases in which an occa¬ 
sional retirement from the other patients is not only not 
harmful but beneficial. There are, however, some precau¬ 
tions necessary with this kind of seclusion ; we have seen 
an epileptic, who stayed much of the time in his room at his 
own desire, found asphyxiated in a fit, of which the attend¬ 
ants on the other side of his closed door had no intimation 
whatever. 

The English Commissioners’ report for 1880 shows that 
there is vastly less seclusion in England than in this country, 
the special minutes of inspection of sixty-two public asy¬ 
lums, with a population of about 40,000, showing only 3,240 
instances of seclusion in them for a period averaging, in the 
whole number, over a year; whereas nineteen American 
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institutions containing less than eleven thousand patients, 
had in a single month 1,977 instances, or more than half 
what all the English asylums had in a whole year. In 
other words, seclusion according to this ratio would appear 
to be some twenty-eight or twenty-nine times as frequent 
on this side of the Atlantic as it is in England. 

Space does not permit us to carry out fully the compari¬ 
son of the statistics of restraint in the two sexes, as was our 
intention when we sent out our circulars and blanks, but 
some general data can be given. There were reported to 
us 1,655 occasions of the employment of restraint with 
males, lasting altogether 11,848! hours. The number of in¬ 
dividuals reported as restrained was 79, of whom 12 were 
kept constantly in restraint, each day counting as one occa¬ 
sion ; 79 males were also secluded, 6 of them constantly, 
on 847 occasions of altogether 6,622 hours. 

Ninety-three females were reported as restrained for a 
total of 2,023 occasions and 13,984! hours, three of them 
being kept constantly restrained. Ninety females were se¬ 
cluded on 885 occasions for 6,240! hours, two of them in 
constant seclusion. These figures, though of course incom¬ 
plete even for the institutions in our table, indicate that 
what is the common impression is correct,—that insane 
women are more irritable and mischievous but less danger¬ 
ous or violent than male patients, and that while, as a class, 
they seem to undergo restraint or seclusion more fre¬ 
quently, there are not so many of them that are so trouble¬ 
some or dangerous as to be allowed no liberty at all. 

In the foregoing pages we have confined ourselves mainly 
to the statement of facts in regard to the use of mechanical 
restraint in American asylums. Much more might have 
been said from the data in our possession, and we might 
have commented much more extensively on some of the 
facts stated or the points suggested. It did not appear, 
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however, necessary to enter at any length into the discus¬ 
sion of facts which would, in large part, suggest their own 
interpretation to any one. It will be only fair, nevertheless, 
to state plainly our own opinions, which we believe are sup¬ 
ported by the foregoing facts. In doing so we wish not to 
be understood as implying in our own opinion as to the 
non-advisability of restraint, that the treatment in those 
hospitals where restraint is generally and extensively used 
is not prompted by a humane spirit, for we know that, in 
some of them at least, the contrary is very notably the case. 
Our disbelief in the value of any extensive use of restraint 
is based on the study of the results of treatment in English 
and American asylums, and some practical experience with 
both a relatively large amount and a minimum of restraint 
in the hospitals with which we have been connected. We 
have seen the gradual disuse of restraint accompanied by a 
great improvement in the conduct of the patients, less dis¬ 
order, fewer assaults, and altogether less difficulty in the 
general management of the wards than had previously been 
the case. This we attributed to the increased watchfulness 
made necessary, and the absence of the feeling of false se¬ 
curity encouraged, by the use of restraints, and also, in part, 
to the removal of a cause of irritation to the patients them¬ 
selves. It cannot be denied that a certain number of 
patients, and these sometimes the most troublesome ones, 
feel very acutely a sort of humiliation in being subjected to 
mechanical restraint. To very many others—and the two 
classes will comprise the great majority of those to whom it 
is applied—its use is excessively irksome and is constantly 
resented. To both classes it is a source of irritation, and 
however advantageous its immediate effects may seem to 
be, in the long run they are very liable to be more or less 
injurious. A small proportion of cases may perhaps be in¬ 
different to whether they are restrained or not, and only 



ON RESTRAINT AND SECLUSION. 477 

rarely is a patient met with who feels himself that restraint 
is beneficial and asks for its application. We have met 
with a few such cases,—in one of these there was a strong 
suspicion that the restraint was asked for simply to assist 
in carrying out a self-conscious hysterical imposture. 1 

There is still another reason why, in our opinion, restraint 
is objectionable, or, rather, is only desirable in a minimum 
degree. Mechanical restraint is, at best, only a coarse 
method of reaching the end desired—that of controlling the 
insane,—and any extensive reliance upon it is liable to pre¬ 
clude, to a corresponding extent, the employment of other 
and better methods; in short, it is a substitution of force for 
skill. This we have found to be the case ; as the restraint 
apparatus was less used the attendants became more skilful, 
and showed more tact and aptness in the management of 
the patients, and finally came themselves to the opinion that 
it was of comparatively little use. 

All these points have been stated before us by others, 
but we reiterate them here as proven by our own experi¬ 
ence. We are not prepared to say that restraint is not 
sometimes necessary, or to abandon it entirely, for it is 
probable that there are cases in which it is a valuable ad¬ 
junct in treatment which we are not certain can be replaced 
by any thing else. Its value in many of these cases, how¬ 
ever, is largely dependent on its infrequency. The same we 
believe to be true, to a still greater extent, with seclusion, 
which, used for very short periods, is exceedingly useful 
with some patients. Both restraint and seclusion, however, 
should be exclusively under the control of the physicians, 

1 It is a question whether some of these cases are restraint in the true sense 
of the word. One of the superintendents reporting to us gave an account of a 
patient who for sixteen years had worn handcuffs for his own pleasure, and had 
never during that time voluntarily stepped over the threshold of his room. Sup¬ 
posing, as we must, that in this case every reasonable means had been employed 
to break the patient from this notion and it was actually necessary to his hap¬ 
piness to be allowed to carry out his whim, it would have been inhumanity to 
prevent him, and would probably have required restraint in some one of its ob¬ 
jectionable forms to accomplish it. 
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and should be employed only as a part of a very carefully 
studied individual treatment. 1 

In conclusion, we may say that our inquiry shows, what 
was well known already, that the average of restraint and 
seclusion is high in American institutions for the insane, 
and in some of them excessively so. It also shows, how¬ 
ever, that practical non-restraint is possible with our 
methods of asylum construction and our insane population, 
and it also indicates, as far as it goes, that restraint has less 
value for some of the more important ends for which it is 
employed than might have been supposed. The reasonable 
inference from these facts is, that restraint is too largely 
employed in the United States, and that in this respect our 
management of the insane is behind that of other countries, 
especially Great Britain. It would be much more satisfac¬ 
tory if this were not the case, and it is only partial conso¬ 
lation to believe, as we must if we accept as true the open¬ 
ing chapters of Conolly’s book, that this reform in Great 
Britain was the reaction from a much worse state of affairs 
than it is likely has ever existed in the public asylums of 
this country, and that in some other matters we are abreast, 
if not actually in advance, of any thing that can be 
shown elsewhere in the management of the insane. 

1 This occasional value and even necessity of restraint is recognized by some 
of the best English asylum authorities, and to this fact is perhaps due some of 
the slight amounts of restraint and seclusion shown in their reports, aside from 
that employed for purely surgical reasons. A study of the reports of the Eng¬ 
lish Commissioners in Lunacy, however, suggests a doubt whether, in the com¬ 
petition to make a good appearance in the inspectors* minutes, the reasonable 
limits of non-restraint are not passed by some of these institutions. When a 
large asylum, containing hundreds of patients, reports no instance of either 
seclusion or restraint in over a year, it occurs to us to ask what, for example, is 
done with certain cases in which, at times, an excessive irritability is the most 
prominent symptom, and for which, considering it from a purely medical point 
of view, we have found short periods of seclusion most beneficial as well as 
agreeable to the patient, even if it is at first involuntary. It is undeniable that 
it can be dispensed with in these cases, but it is questionable whether this is 
not, in the end. at the expense of the individual patient’s welfare. 



